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The author first attended a motor racing circuit as a medical officer in 1964. The facilities were rudimentary to the extreme. Medical officers were handed a small sandwich box containing a triangular bandage, an ampoule of morphine, and a lunch ticket. The ambulances were old and for the most part decrepit with no oxygen and often no petrol. The medical ethos of the time was to load-and-go; indeed, many senior medical colleagues believed that delay at the scene of the accident, for resuscitation to take place, was detrimental to the patients' overall survival. This paper outlines the development of a medical service that has been copied around the world, much of which is now mandatory for Formula-1 racing: the Grand Prix Mobile Medical Operating Unit of 1965, the world's first motor racing rescue unit of 1968, the first small medical intervention car of 1973, and the high-speed Jaguars equipped with pulse oximetry and full resuscitation equipment.
It is difficult to believe in this high-tech era that such simple principles as on-site resuscitation have taken well over a decade before becoming generally accepted.
Medical Reponse in High-Rise Buildings
Anantharaman V, SeowE Emergency Department, Singapore General Hospital Singapore Singapore is a highly urbanized city. More than 80% of its population live in high-rise flats. This poses special problems to ambulance teams, especially when patients have to be evacuated to the hospital. A three-week study on emergency ambulance runs was conducted. A total of 2,930 runs were analyzed. The results are as follows: The amount of time required to locate and evacuate patients increased in relation to the height of the story on which the patient was located. Factors contributing to this included distance, the presence of elevators on only certain floors, elevators stopping at multiple levels, and narrow staircases causing increased difficulty in carrying patients. This delay affects the care given by the ambulance team and has medical repercussions, especially in patients with cardiac arrest and major trauma. Public education and modifications to buildings, e.g., having lifts that will stop on every floor, have been suggested to reduce medical response times in high-rise buildings. Objective: To review the performance and benefit of hospital medical teams who responded to two disasters. Methods: A retrospective analysis was undertaken to review the roles of all medical personnel involved in the rescue efforts after two airline crashes, Delta 191 and Delta 1141.
Results:
The initial response to both airliner crashes was made by fire/rescue, police, and paramedic personnel stationed at the airport. Paramedics from neighboring cities responded quickly. Initial search and rescue was begun. Hospital medical teams arrived 45 to 54 minutes after the crash. In bodi crashes, all but five survivors had been transported to the hospitals. The remaining survivors had undergone triage and were treated prior to the arrival of the medical teams. Statistics are in Table 1 . 
Introduction:
The decision on which clinical skills are appropriate to prehospital care usually has been based on the published experience of other ambulance services, both nationally and internationally. While some of these clinical skills may be suitable and prudent, others may be of limited benefit due to the infrequency of their use or unproven efficacy. Objective: A prospective cohort study was undertaken to better understand the epidemiology of cases managed by the ambulance service in Perth, Western Australia, and thus identify the potential for introducing specific advanced clinical skills. Methods: All patients managed by the ambulance service during July 1992 were enrolled. The nature of the call was identified by the ambulance officer and the patient's medical record was reviewed to determine the diagnosis and outcome. Results: A total of 4,776 cases were reviewed. Of these cases 1,126 (24%) were admitted directly to a hospital ward or clinic with the remainder presenting to an emergency department. For the major types of calls the study showed that 4.6% of patients were seriously ill, of which 1.2% deteriorated en route to hospital and 0.5% died in the emergency department. There were 10 patients defibrillated; three survived.
Conclusion:
The potential for reducing mortality in this community through the introduction of particular advanced clinical skills in the prehospital setting is limited. This mainly is due to the paucity of critical events. This study has highlighted the difficulty of extrapolating experiences from one service to another.
